Pancreatic cancer is one of the worst types of cancer with a 5-year survival of 5-7%.
Pancreatic cancer is one of the worst types of cancer with a 5-year survival of 5-7%. 1, 2 Surgical resection combined with adjuvant chemotherapy is the optimal treatment option with 5-year survival rates around 20%. In recent years, interest has grown in newer treatment strategies, such as neoadjuvant chemoradiotherapy for (borderline) resectable pancreatic cancer. Recently, the first two multicenter, randomized trials from the Republic of Korea and the Netherlands suggested a doubled R0 resection rate and benefit in overall survival benefit with this approach. 3, 4 It is known that fairly large variations may exist between centers, regions, and countries in treatment and outcome of patient cancer. Typically, however, granularity is lacking to explore adequately the nature of these differences.
To provide better insight into this matter, the EUR-ECCA group, represented by Groen and coworkers from eight European countries compared baseline characteristics, and surgical and oncological treatment and outcomes, in patients with stage I and II pancreatic cancer. 5 The authors obtained data from 2052 patients from national, regional, and single-center databases and audits. They observed some interesting differences. Albeit small, most baseline characteristics (e.g., age, stage, location, type of surgery) differed significantly between the various countries and centers. Even more importantly, the use of adjuvant chemotherapy, the 90-day mortality rate, and overall survival also differed significantly.
The results of this study should be interpreted in light of the relatively small patient numbers, ranging from 73 to 645 patients per database and varying rates of missing data between databases.
Apart from the exact findings of this work, what are the implications from this study? In which way may these findings influence our daily work? First, we should realize that differences in patient characteristics, treatment, and survival of pancreatic cancer, as in other cancers, differ much more between countries, regions, and centers than most of us would have presumed. Second, although this will not immediately influence how we treat our patients, it should influence the way that we interpret the result of clinical studies. Especially, the external validity monocenter, randomized trials in pancreatic cancer may seem less reliable. Readers should probably study the baseline characteristics table of (mono-)center studies even careful as the outcomes table and ask themselves the question: are these patients comparable to my patients? If these characteristics differ too much, the outcome of the trial may be less relevant. Third, we should attempt to design multicenter, randomized studies with participation of a large variety of centers, with varying surgical volume, from different regions, countries, and even continents. Although such multicenter, randomized trials are relative rare in pancreatic cancer, some have been performed. The ESPAC multicenter trials in Europe are a good example. These studies have provided important results on, for instance, adjuvant treatment in pancreatic cancer. 6 Another, ongoing example is the DIPLOMA trial, focusing on minimally invasive distal pancreatectomy for pancreatic cancer. This study includes a large number of centers from around Europe, including Russia and the United States. 7 In conclusion, much work has to be done in the field of pancreatic cancer. Patients, treatments, and outcomes of pancreatic cancer differ between centers, regions, and countries. This has implication for both the interpretation of (monocenter) clinical studies and the design of new randomized trials. We should be grateful to the initiative of the EURECCA for providing these insights.
